
KANSAS DEPARTMENT FOR AGING & DISABILITY SERVICES 
BOARD OF ADULT CARE HOME ADMINISTRATORS 

 
Health Occupations Credentialing 

503 S Kansas Ave 
    Topeka, Kansas 66603 

 
 

Application for Approval of the Long Term Care Administration Practicum Curriculum 
 

K.A.R. 26-38-2(b)(2) requires each sponsoring entity to submit a practicum curriculum for the 
board’s approval.  The curriculum must consist of at least 480 clock hours and incorporate the 
“Core of Knowledge” or "Domains of Practice" specified and defined in K.A.R. 26-38-1.  Attach 
a copy of the practicum curriculum contents as part of this application for the board’s review.  
Delineate curriculum activities and tasks according to the subject areas.  Please note “Attachment 
A,” which is the suggested curriculum for a 480-hour long-term care administration practicum, 
may be filled out and used as proof of curriculum contents.  Complete the chart below by 
indicating the clock hours in each subject area included in the curriculum.  Any change in the 
practicum curriculum shall require re-submission of the curriculum for approval of the board. 
 
This application must be received at least three weeks prior to the beginning of the practicum to 
allow time for review. 
 
Date_____________________________  

 
 
 
 
Name of Sponsoring entity ______________________________________________________ 
 
Address______________________________________________________________________ 

Street/Route/Box/Apt. #         City                      State        Zip 
 
Coordinator’s Name___________________________________ Phone #_________________ 
 
 

CORE OF KNOWLEDGE SUBJECT AREA 
 

CLOCK HOURS 
 
ADMINISTRATION 

 
 

 
General Administration 

 
 

 
Applicable Standards of Environmental Health and Safety 

 
 

 
Departmental Organization and Management 

 
 

 
Community Interrelationships 

 
 

 
RESIDENT CARE 

 
 

 
Psychology of Resident Care 

 
 

 
Principles of Medical Care 

 
 

  

 

FOR OFFICE USE ONLY: 
Curriculum Approval #_________________ 
Approval Date________________________ 
Sponsoring entity # ____________________ 



Personal and Social Care  
 
Therapeutic/Supportive Care and Services in Long-Term Care 

 
 

 
TOTAL HOURS 

 
 

 
 
- OR -     DOMAINS OF PRACTICE SUBJECT AREA 

 
    CLOCK HOURS 

 
Administration  

 
 

 
Personnel 

 
 

 
Nursing 

 
 

 
Rehabilitation 

 
 

 
Medical records 

 
 

 
Activities 

 
 

 
Social Services / Admissions 

 
 

 
Business office 

 
 

 
Dietary 

 
 

 
Housekeeping / laundry 

 
 

 
Maintenance / Environmental management 

 
 

 
Other 

 
 

 
                                                                          
TOTAL HOURS 

 
 

 
I do hereby attest that the information supplied in this application and any attachment is 
accurate and complete to the best of my knowledge.  I do hereby give permission to the board 
to verify any information provided in this application and attachments. 
 
________________________________________________ Date____________________ 

Coordinator Signature 
 
 
 

FOR OFFICE USE ONLY 
 

Approved______________                      Disapproved_____________ 
 
Comments: 
 
Reviewed by _______________________________________           
Date________________ 

 













































KANSAS DEPARTMENT FOR AGING & DISABILITY SERVICES 

Board of Adult Care Home Administrators 

Notice of Training 

In order to keep the Board of Adult Care Home Administrators apprised of the training programs and the 
trainees who are enrolled in the 480 hours practicum in long-term care administration, please complete 
this notice and submit it to the Board at the address below.  This information is required to assure that 
the trainee receives information from the board which includes the application for examination packet 
and receives any additional material pertinent to his/her training or examination for licensure.  

Name of College/University/Organization___________________Practicum Approval #_______________ 

Name of Trainee____________________________________Social Security #_______________________ 

Address of Trainee______________________________________________________________________ 

Phone________________________ 

Name of Preceptor___________________________________Approval #__________________________ 

Is the preceptor related to trainee by marriage or consanguinity within the second degree? 

Yes___________No___________If Yes, please explain_________________________________________ 

Name of Training Facility_________________________________________________________________ 

Address of Training Facility_______________________________________________________________ 

Phone________________________ 

 

Date Training Begins ___/___/___Ends ___/___/___ 

Projected Testing Date________________________ 

 

_________________________________________Date____________ 

Coordinator of Training                                                

Please submit this form to: Health Occupations Credentialing 
Kansas Department for Aging & Disability Services 
503 S. Kansas Ave 
Topeka, Kansas 66603-3404  
Fax: 785-296-3075 
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